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Abstract
Background: Information gaps for geriatric residents of extended care facilities transferred to
the emergency department are prevalent, increasing the risk of adverse health events. Poor
communication during care transitions is the leading cause of medical errors in healthcare
systems, accounting for 50% of all communication errors in health care and 80% of severe
medical errors (Britton et al., 2017, Joint Commission, 2017, Li et al., 2017, Rosenthal et al.,
2018).
Purpose: The purpose of this quality improvement pilot project is to implement a standardized
acute care transfer packet to increase the amount of essential patient health information shared
with emergency room providers during a transition of care from an assisted living facility.
Methods: The quality improvement team implemented a standardized acute care transfer packet
in an assisted living facility. Pre-and post-implementation data assessed average amount of
essential patient health information shared during each transfer, a post-transfer debriefing survey,
post-implementation staff satisfaction surveys, and qualitative interviews with assisted living and
local emergency room staff. The standardized packet included 14 health information data points
deemed essential for a safe care transition.
Results: Of then two patients transferred during the implementation period, there was an
increase in the amount of essential patient health information shared, from an average of 8.4 data
points in the pre-implementation period, to 14 in the post-implementation period.
Conclusion: Implementation of a standardized acute care transfer packet increases the amount of
patient information shared during a transition of care between medical providers. This transfer
strategy can successfully be utilized in assisted living settings. Qualitative interviews revealed
four care transition themes including time, staffing levels, technology, and bidirectional
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communication. Post-implementation satisfaction surveys revealed a positive experience with the
new transfer process.
Keywords: handoff, patient safety, transitions of care, geriatrics, assisted living
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Transitions of Care for Geriatric Patients in Assisted Living Facilities:
Acute Care Transfer Pilot Project
The population growth rate among Americans aged 65 years and older is higher than any
other group, with an expected rise to 61 million people, accounting for approximately 23% of the
total United States population by 2030 (Gettel et al., 2020). In 2016, an estimated 1.3 million of
these Americans resided in nursing homes, and 811,500 were residents of residential care
communities in over 28,900 facilities across the nation (National Center for Health Statistics,
2019). Assisted living (AL) communities are a subset of these residential care communities and
one of the fastest-growing senior care sections in the United States. Assisted living facilities
provide a level of care oversight through 24-7 supervision and assistance with activities of daily
living (ADLs), instrumental activities of daily living (IADLs), medication administration, and
provision of meals by both licensed and unlicensed healthcare personnel (Kemp et al., 2018).
The complexity of patient care in assisted living facilities is rising, with most residents having at
least one chronic medical condition, 75% with multiple medical conditions, and an estimated 4070% with some range of cognitive impairment (Kemp et al., 2018). Additionally, more than half
of AL facility residents are over 85 years old (National Center for Health Statistics, 2019).
With these demographic shifts in mind, changes in health conditions among extended
care facility residents often exceed the level of care services available in that setting, resulting in
transfers of care to an acute care facility. Nursing home residents average 1.6 emergency
department visits each per year, or more than 2.2 million visits annually (Gettel et al., 2020). In
2010, 35% of assisted living residents visited an emergency department for an acute health
concern (Kemp et al., 2018). Notably, an estimated 28% of nursing home residents can state the
reason for the emergency room visit (Gettel et al., 2019).
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Problem Formation
Background
The Agency for Health Care Research and Quality (AHRQ) defines a care transition as
transferring a patient's care to a new physical site of care or a new clinician or clinical team
within the same physical site (Radwin et al., 2015). Furthermore, the AHRQ defines care
coordination as the organization of patient care activities between two or more participants to
facilitate the appropriate delivery of health care services (Radwin et al., 2015).
Failure to transmit accurate and timely information between care providers during a care
transition is the leading cause of medical errors in our healthcare system, with nearly 50% of all
communication errors in health care occurring during a patient handoff, and 80% of severe
medical errors attributed to poor communication during handoffs (Britton et al., 2017, Joint
Commission, 2017, Li et al., 2017, Rosenthal et al., 2018). Poor communication between
healthcare providers may result in missed or delayed diagnosis, diagnostic testing errors,
treatment delays, patient harm, increased medical costs, and patient mortality (Keebler et al.,
2016). Poorly coordinated care costs an estimated $240 billion per year in unnecessary
healthcare spending (Radwin et al., 2015).
When a resident of an extended care facility experiences a transfer to an acute care
facility, the sending group of care providers must ensure high-quality care transitions by sharing
timely and essential patient health information with the receiving facility. Unfortunately,
significant deficiencies in communication between extended care and acute facilities occur. In a
retrospective study reviewing 457 emergency room visits among residents of extended care
facilities aged 60 years or older, at least one information gap was present in 85.5% of cases, with
the reason for transfer, baseline cognitive and functional status, current medication list, and vital
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signs most commonly missing in the information shared (Cwinn et al., 2009). In this same study,
31 of 82 total transfers that received a computed tomography (CT) of the head as part of the
diagnostic workup did not have written documentation on baseline cognitive and communication
status (Cwinn et al., 2009). Another study reviewing 474 nursing home to emergency department
transfers found that usual mental status and reason for transfer were absent in patient
documentation in 75% of the transfer events, and baseline functional status was missing for 80%
of transfers (Gettel et al., 2019).
Various medical organizations recognize the impact of poor transitions of care in the
elderly population. The Joint Commission established the 2009 National Patient Safety Goal and
included improving care transitions for older adults in its list of priorities (Gettel et al., 2019).
The Improving Medicare Post-Acute Care Transformation Act (IMPACT), passed in 2014,
requires quality measure tracking in long-term care hospitals, skilled nursing facilities, home
health agencies, and inpatient rehabilitation facilities (Center for Medicare and Medicaid
Services, 2018). One of the quality measure domains included in the IMPACT Act is the transfer
of health information and care preferences when an individual transitions between care settings.
This measure is currently under further development and not yet implemented (Center for
Medicare and Medicaid Services, 2018). Assisted living facilities do not fall under the provision
of the IMPACT Act. Still, this measure reflects important efforts to improve care quality and
safety among all geriatric individuals.
Lack of interoperability between electronic health record (EHR) systems, formal handoff
education for facility staff, and standardization in handoff procedures between different
healthcare entities are notable barriers to safe care transitions (Britton et al., 2017; Snow et al.,
2009; Tsai & Tsai, 2017). The increase in resident complexity, limited staff time to complete
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accurate documentation, financial constraints, and confusion over who is responsible for care at
various points in time are also significant barriers to note (Britton et al., 2017; Snow et al., 2009;
Tsai & Tsai, 2017).
Problem Statement
Geriatric residents experiencing a transition in care are vulnerable to inadequate care
coordination among healthcare providers, increasing the likelihood of adverse health events,
unnecessary hospital admissions, inappropriate diagnostic testing, and increased healthcare
expenditures. The Joint Commission recommends standardization of patient handoffs to improve
patient safety, reduce medical spending, and improve quality of life (Keebler et al., 2016).
Consensus standards from several medical societies, including the American College of
Physicians (ACP) and American Geriatric Society (AGS) among others, also call for national
quality measures for care transitions, including a core standardized dataset as a part of the
documentation shared between healthcare providers (Snow et al., 2009). Still, significant
heterogeneity in handoff practices exists, especially among assisted living communities in which
the IMPACT Act does not mandate reporting of quality measures for care transitions. Nursing
staff and primary care providers in assisted living facilities can address these quality and safety
initiatives by standardization of communication for all transfer events, especially for residents in
need of a higher level of care in the emergency department.
Needs Assessment
The site of this quality improvement pilot project is a suburban assisted living facility.
Licensed nursing care is available at this facility, Monday through Friday, from 8 am to 5 pm,
with 24-hour unlicensed personal care assistance provided to all residents. Eight employed
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resident assistants (RAs) in this facility assist two licensed nurses with medication administration
and each residents' primary care needs.
Inadequate resident transfer events in this facility highlighted the need for improvement in
the information shared in transfer documentation. Specifically, these transfers recognized the
receiving acute care facility did not have an up-to-date medication list upon admission, resulting
in inaccurate orders when the resident discharges back to the facility. The baseline process of
preparing information for a resident transfer to an acute care facility was not standardized and
did not include all information deemed to be essential for a safe transfer of care.
The licensed nursing staff maintained an emergency book used for acute care transfers,
which included a face sheet and medication list printed for each facility resident. Staff members
remove these materials at the time of resident transfer and hand them to the family or
paramedics. It was unclear if these medication lists were accurate at the resident transfer point, as
several appeared to be out of date upon review and not replaced when the primary care provider
adjusted or ordered new medications.
Also, the transfer process varied depending on the time of day the transfer occurred. This
variability in the process relied on the type of staff in the facility at the transfer time. Licensed
nursing staff accessed and printed the Continuity of Care Document (CCD) to include among the
transfer materials, while unlicensed staff did not have prior training to complete this step. The
Continuity of Care Document is a form generated in the electronic health record (EHR). Its
contents include an up-to-date medication list with a timestamp of last administration time,
demographic face sheet, most recent vital signs, and code status.
In a review of 12 resident transfer events to an acute care facility before the
implementation of this quality improvement project, none of the transfers included a written
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description of the reason for transfer, and the patients baseline cognitive and functional status, or
a physical copy of the resident's POLST form (if on file). Among these transfers, 50% occurred
on an evening, night, or weekend shift in which the resident assistants facilitate the resident's
transfer documentation. Thus, these transfers did not include the CCD among the documentation
shared with the acute care facility. A family member initiated one transfer during the resident's
community outing, and the resident was transported directly to the ED by family. Overall, the
standardization of the acute care transfer process was vital to improve the quality of transfers and
increase the information shared during a resident transfer.
Significance and Contribution to the Literature
Standardization of handoff practices positively impacts handoff information and patient,
provider, and organizational outcomes (Keebler et al., 2016). The standardization process varies
significantly in the literature, from checklists to protocols, computerized sign-out programs,
mnemonic aids, etc. (Keebler et al., 2016). Through the development of a facility-specific and
standardized transfer process, this quality improvement pilot project addresses communication
gaps for geriatric residents moving through the health system, thereby reducing the potential for
poor healthcare outcomes and healthcare spending related to inadequate handoff processes.
Much of the literature on using a standardized transfer process is limited in focus to long term
care and skilled nursing facilities. This focus is likely due to financial and regulatory
requirements in these settings. Standardizing transfer processes in an assisted living facility can
provide insight into the unique challenges and successes in this setting.
Significance to the Nursing Profession
Nurses provide care for geriatric residents in various healthcare settings, including
assisted living facilities, which are among a quickly growing subset of care facilities. Staff in
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these assisted living communities play an essential role in transmitting resident health
information as they transition to an outside setting. Standardization of this transfer process
provides nurses with the tools to ensure high-quality and safe communication practices,
ultimately contributing to system changes that improve healthcare quality.
Purpose Statement
The purpose of this quality improvement (QI) project is to implement a standardized,
acute care process for geriatric patients living in assisted living facilities to improve the amount
of important health information shared during a resident transfer. This process will include
implementing an evidence-based transfer packet for geriatric residents experiencing an acute
care transfer from their assisted living facility to an acute care facility. The packet will consist of
patient health information deemed essential for a comprehensive and safe patient handoff.
PICO Question
The nursing staff at this assisted living facility, including licensed nurses and resident
assistants, is the pilot project population. The intervention involves implementing a standardized
acute care transfer packet that is physically sent with the patient as they transfer to an acute care
facility. The comparison is current practice, which does not utilize standardized, written forms.
Following the standardized packet implementation, data will capture the project outcomes by
assessing the average number of essential health information data points shared during a transfer
compared to the current practice. Ultimately, the following PICO question facilitated the
literature search: What is the effect of a standardized transfer packet on the amount of essential
patient health information shared from the assisted living to an acute care facility during a
transfer of care?
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Project Objectives
-Develop standardized assisted living to the emergency room, emergency room to
assisted living, and assisted living capabilities standardized forms by the Summer of
2020, including stakeholder input and review before finalization.
-Complete staff education on the new transfer process by September 30, 2020.
-Staff to complete the acute transfer packet for at least 80% of resident transfer events.
-Complete 3 qualitative, semi-structured interviews of handoff experiences of various
assisted living and emergency room stakeholders by October 2020.
-Evaluate five resident transfer processes by November 2020.
-Establish recommendations about using the new acute transfer process for further rollout
in other assisted living communities in the health system by December 2020.
Project Goals
-Develop a standardized acute care transfer packet for all resident transfers at a local
assisted living facility.
-Consistent use of all packet forms to encourage bi-directional communication between
the assisted living and an acute care facility in the community.
-Disseminate the acute care transfer packet to additional assisted living communities
outside of the pilot site
Theoretical Framework
The expanded theoretical framework of care coordination is a useful theoretical basis for
this quality improvement project. This framework utilizes the Agency for Health Care Research
and Quality (AHRQ) concepts of clinician activities and continuity during a care transition
(Radwin et al., 2015). Clinician activities are considered processes that organize care during a

16
transition, such as the sharing of relevant information between clinicians, identifying
responsibilities among the clinicians caring for an individual, transferring accountability and
information, and connecting individuals to services necessary to meet their needs (Radwin et al.,
2015). Continuity of care incorporates the clinicians' perceptions regarding care transitions,
understanding that health care is consistent, coherent, and connected during the care transition
process (Radwin et al., 2015).
The theory explains that clinician activities and continuity of care co-occur and may
enhance one another but are different in measurement. Distinguishing between these two
concepts encourages measurements that may help evaluate the quality of a care transition process
and help guide performance improvement projects (Radwin et al., 2015). The standardized forms
incorporated in the transfer packet in this quality improvement project demonstrate the concept
of clinician activities. At the same time, the interviews of stakeholders across settings exhibit the
idea of continuity and understanding of the care providers' role in this setting and the broader
community.
Literature Review
Search Process
A search for relevant literature to this PICO question was conducted across several
databases, including CINAHL, PUBMED, Google Scholar, and Cochrane resulted in several
relevant articles for this quality improvement project. Major heading terms used to complete the
search included transition in care, "handoff", "handoff safety", "acute care transfer", "assisted
living", "skilled nursing facility", "nursing home", "continuity of care", "care transitions",
"patient handoff", "transfer forms", "geriatric", and "standardized handoff". It is important to
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note that the terms "skilled nursing facility" and "nursing home" were included in the search due
to the limited number of studies conducted in assisted living settings.
Inclusion criteria included peer-reviewed primary research articles focusing on the
transition of care from an extended care facility (long term care, skilled nursing facility, or
assisted living facility) to the emergency room department. Articles were limited to a publishing
date within the last ten years for all databases, peer-reviewed, written in English, and with the
topic of evaluating the effectiveness of standardized handoff measures. The initial search
revealed 14 studies that evaluated care transition interventions and communication practices for
extended care facility residents to the emergency room. Ultimately, eight studies met the above
inclusion criteria and then proceeded to the quality appraisal process.
Appraisal
The Johns Hopkins Research and Non-Research tools (2013) assisted with the literature
appraisal process. Among the eight studies included, 7 were evidence level II. Research from
Gettel et al. (2020), and Keebler et al. (2016), were evidence level II, grade A for high quality
due to its consistency, generalizable results, and sufficient sample size (Johns Hopkins Medicine,
2013). The studies by Kelly et al. (2012), Dalawari et al. (2011), Tsai & Tsai (2018), LaMantia
et al. (2010), and Cwinn et al. (2009) received a grade B, good quality due to sufficient sample
size, some questions in external validity, and definitive conclusions and generalizability (Johns
Hopkins Medicine, 2013). The remaining study was evidence level IV as a consensus, policy
statement, and graded quality C, low quality, due to not having updated the recommendations in
the past five years.
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Synthesis
Much of the relevant discussed in this literature review is limited to geriatric resident
transfers from nursing homes, which includes both long term care and subacute (or skilled) care
residents. There is very little literature focusing on assisted living facilities, which is a
consideration in implementing the proposed intervention. Again, inclusion criteria required the
literature to have an intervention with written standardized transfer forms for extended care
facilities to emergency department transfers.
In the systematic review by Gettel et al. (2020), six pre-post intervention studies and two
retrospective studies evaluated the completeness of transition documentation for pre-determined
critical data points for nursing home to emergency department transfer information. All studies
showed an increase in this critical information documentation using either a transfer form or
checklist or a web-based communication network to facilitate communication. The magnitude of
improvements in these studies varied, and none observed whether increased completeness of
documentation affected patient-related outcomes.
Among three pre-post studies assessing intervention effects on ED revisit rates and hospital
readmissions in the Gettel et al. (2020) review, two studies did not see an improvement in 30-day
readmission rates and ED revisit rates after transition intervention. One study did find a decrease
in both after introducing a Universal Transfer Form (Gettel et al., 2020). None of the studies
reported a reduction in patient harm or improved patient outcomes (Gettel et al., 2020). Of note,
the study excluded assisted living facilities from the population.
Keebler et al. (2016) performed a meta-analysis to understand the effects of handoff
protocols on the primary outcomes of handoff information passed during transitions of care,
patient outcomes, provider outcomes, and organizational outcomes. The standardized measures
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ranged from checklists, computerized sign-out programs, an established protocol, or a mnemonic
aid. The data analyzing the outcome of handoff information passed from one provider to another
found a medium and significant increase in the amount of information passed after implementing
a standardized handoff protocol, g= 0.71 (95% CI [.63, .79]), and a high level of heterogeneity.
The study also found improvements in the three other categories of provider, patient, and
organizational outcomes. Limitations of the study include a high level of heterogeneity among
the studies included, in addition to publication bias. Adverse effects, such as increased staff time
to complete protocols, were also found.
A 2009 retrospective analysis conducted by Cwinn et al. reviewed 457 nursing home to
emergency department transfers evaluating information gaps and the presence of standardized
forms. A standardized transfer form was used in 42.7% of transfers, with information gaps
identified in 74.9% of transfers when using the form versus 93.5% of transfers with information
gaps that did not use the form (P <0.001). In summary, the study found a lack of descriptive
detail in the information shared, missing information, and limited reduction in information gaps
in instances of standardized form use. Recommendations included adjustments to the form to
include more descriptive detail and educational and regulatory requirements for transitions in
care.
Another retrospective analysis by Dalawari et el. (2011) examined 306 nursing home to
emergency department transfers among patients 65 years of age or older, 157 of which utilized a
transfer form. After performing a power analysis, the authors analyzed 80 charts from both the
transfer form group and the group without a standardized transfer form. They rated each case
based upon the percentage of sixteen essential patient health information items present in the
documentation. The authors based these sixteen items on previously published literature to
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include reason for transfer, past medical history, baseline mental and physical functioning,
current medications, allergies, advanced directive or code status, facility name and phone, nurse
name and telephone, physician name and phone, power of attorney/family name and phone, date
of birth, recent vital signs, capabilities of the facility, patient name, recent lab work and wing or
room of resident. Results showed an increased likelihood of transfer forms completed in
afternoon hours and less likely in overnight hours, and the transfer form group had on average
71% of essential information items compared to 28% in cases without the use of a transfer form,
which was statistically significant (p < 0.001).
A 2018 prospective study by Tsai & Tsai included the development of a nursing home to
emergency room transfer checklist. It ultimately tested its feasibility and benefit of use after six
months. Results showed that nurses took an average of 3-5 minutes to complete the checklist and
found no significant difference between the length of stay and 30-day readmission rates in the
pre-and post-implementation periods. This study did not provide information on compliance with
the new checklist protocol or the amount of information shared for each transfer. Still, it
developed its checklist based upon essential components from similar literature as Dalawari et al.
(2011), reflecting congruency and agreement on patient data that is important during a care
transition.
Kelly et al. (2012) conducted a pre-and post-implementation retrospective chart review of
74 residents transferring from a skilled nursing facility (SNF) to the ED. The intervention of
interest in this study was a Transition of Care Minimum Data Set (TMDS) Tool developed based
upon a literature review. The authors collected data on the tool's effectiveness by determining the
proportion of TMDS shared with the new tool in comparison with previous practice and the

21
adoption rate of tool use. The analysis revealed a statistically significant improvement in data
transfer of 15 of the 30 TMDS items in the tool, and 73% of transfers used a transfer form.
An additional systematic review by LaMantia et al. (2010) evaluated five studies for
interventions seeking to improve the communication of accurate medication lists and advanced
directions for nursing home to emergency department transfers. One study performed a survey of
providers receiving patients with a "Universal Nursing Home Transfer Form" and found 88% of
respondents felt the transfer form's medication list made providing care "a lot easier." The survey
also found that 56% of staff reported needing more than 10 minutes to collect patient data
without a transfer form, and 93% required less than five minutes to collect data for patients with
forms. Another pre-and post-intervention study evaluated the effectiveness of a one-page transfer
form to achieve "successful communication" (defined as at least 9 out of 11 pieces of health
information) and found successful documentation increased from 58.3% of transfers to 77.8% of
transfers with the use of the form. Overall, this systematic review found that structured patient
transfer forms may help improve the communication of medication lists and advanced directives
and reduce the time needed for emergency room staff to collect further patient information. The
study calls for more extensive, randomized studies to improve knowledge of best practices for
care transitions and to adopt universal definitions for what constitutes a high-quality transition.
The American College of Physicians, Society of General Internal Medicine, Society of
Hospital Medicine, American Geriatric Society, American College of Emergency Physicians,
and Society of Academic Emergency Medicine published a policy statement for care transitions
in 2009 (Snow et al.,2009), This statement received a grade C in quality as it has not been
updated in the past five years. Nonetheless, the report argues for transitional care measures
consistent with more recent literature and is beneficial to this quality improvement project's
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framework. Specifically, the statement recommends a framework for national transitions in care
standards around communication and information exchange. Recommendations include timely
communication, standardized transfer forms (templates and transmission protocols), bidirectional
communication between two healthcare entities, and a minimal set of data elements included in
each handoff. The minimum data set should consist of a principal diagnosis and problem list,
medication list, transferring facility contact information, patient's baseline cognitive status, any
test results, advanced directions, and the inclusion of the patient's caregiver and or family
member in each transition. Finally, the statement calls for national, standardized quality metrics
to evaluate the gaps and successes in care transitions.
Overall, the literature reviewed argues standardized transfer forms can increase the
amount of essential health information shared during a resident transfer from an extended care
facility to the emergency department. There was considerable variability in the types of
standardized forms used and the consistency of its adoption in practice, which often limited the
studies' strength and the generalizability of the results. There were a few examples of adverse
outcomes, including increased staff time to complete standardized forms.
It is important to note, none of the studies found data suggesting standardized transfer
forms improve patient outcomes such as reduced 30-day readmission rates, hospital admissions,
or disposition time. As Gettel et al. (2020) noted in their systematic review, there is a significant
deficit in the literature reflecting these patient-related outcomes and points to a need for further
research to improve care transitions. Also, several articles call for developing standardized
quality metrics to evaluate care transition's quality across the nation. Even so, the proposed
intervention is low in cost, and outside of increased staff time to complete, has a low potential
for negative outcomes.
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Evidence to Support Intervention
Overall, evidence supporting the utility of a standardized transfer form for acute care
transfers from assisted living facilities is explicitly limited. However, it is reasonable to apply the
principles of standardized handoff processes useful in nursing homes to the assisted living
setting, with a careful understanding of each environment's differences. Thus, the literature
supporting the use of standardized forms helped guide this quality improvement project.
There are several examples of standardized forms in the literature, as many extended care
facilities develop their unique form. Evidence does not argue for using one standardized form
over another. Nonetheless, the literature review suggested a framework of minimal transitional
data points to be included with each transition. A widely used quality improvement system to
reduce hospital readmissions called The Interventions to Reduce Acute Care Transfers
(INTERACT) system provided a useful template for the standardized forms in this project
(Ouslander et al., 2014; Pathway Health, 2020). The INTERACT toolkit provides a wide array of
standardized forms and clinical support to healthcare personnel in skilled nursing facilities. In
2014, it developed the first version of assisted living INTERACT tools. The forms entitled
"Assisted Living to Hospital Transfer Data List" and "Assisted Living to Hospital Transfer
Form" reflect essential health information to incorporate during the care transition (Pathway
Health, 2020).
A quality improvement initiative by the Wisconsin Department of Health, which included
an interdisciplinary group of assisted living and acute care facilities, also provided concrete
examples of bidirectional, standardized communication forms that helped develop standardized
forms for project implementation (2018).
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Project Implementation
Stakeholders
The quality improvement team included resident assistants, licensed nurses, a regional
nurse, and the organization's medical director. All residents living in this assisted living facility
receiving nursing services received an acute care transfer packet. A small portion of individuals
residing in the building do not receive nursing services and whose health information is not
available to staff in an emergency, thus not included in the transfer packet process.
Qualitative feedback from a local emergency department nurse and nurse manager
provided insight into the information gaps they most commonly experience caring for extendedcare facilities residents.
Project Design
This quality improvement project used a pre-and post-implementation design to assess
the effect of a standardized packet on the transmission of patient health information for each
resident transfer from the assisted living to an acute care facility. Post-implementation and
debriefing surveys for each resident transfer assessed the overall satisfaction of the acute care
transfer process change. Additionally, stakeholders at both the assisted living and one local
emergency room participated in semi-structured interviews to understand their lived experiences
with care transitions in these settings.
The Plan-Do-Study-Act (PDSA) framework for quality improvement projects guided this
quality improvement project (Agency for Healthcare Research and Quality, 2015).
Unfortunately, due to a low number of residents transferring to an acute care facility during the
implementation period, the quality improvement team could only complete two PDSA cycles.
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Standardized Transfer Packet
Utilizing the best available evidence, the quality improvement team designated 14
essential data points for inclusion in transfer packet materials (Cwinn et al., 2009; Gettel et al.,
2019; Gettel et al., 2020; Pathway Health, 2020; Terrell, Wisconsin Department of Health,
2018). These 14 essential health information data points include patient name, date of birth, code
status or advanced direction form, personal medical history, current medications, baseline
cognitive status, baseline functional status, the reason for transfer, emergency contact or power
of attorney (POA), facility capabilities, facility information (name, phone number, address),
primary care provider information, allergies, and recent vital signs (Pathway Health, 2020; Terrel
et al., 2009; Snow et al., 2009, Wisconsin Department of Health, 2018).
The first form developed is a one-page “Change in Condition Summary" to adhere to the
outside of the acute care transfer packet. The essence of this form is to convey a brief and
accessible glimpse of the patient's cognitive and functional baseline and the reason for transfer to
the emergency department. Pre-implementation data revealed 50% of patient transfers occurred
on evenings, overnights, and weekends when unlicensed staff members are responsible for
gathering transfer forms. Pre-determined selections for the 'reason for transfer' section of this
form facilitate ease of conveying information, an advantage for un-licensed care providers that
might not have formal handoff training.
The second form included in the transfer packet is a “Continuity of Care Document
(CCD)”, a form generated from the facility's EHR. The CCD includes an up-to-date medication
list with a timestamp of the last administration time, most recent vital signs, personal medical
history, allergies, code status, demographic data including emergency contact, and primary care
provider information. Each staff member received individual in-person training on how to access
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and print this form in the EHR. Screenshot instructions posted near computers provided real-time
assistance and a review of how to access this form. Staff must then print this document and place
it inside of the transfer packet.
The project team developed two additional forms to include inside the transfer packet. An
“ED Provider-Return Order Form” provides a mechanism for emergency department personnel
to communicate any new orders or plan of care for residents not admitted to the hospital. It is
common for the assisted living nurses to receive a formal "After Visit Summary" from the
emergency department, which generally includes orders that are not electronically signed by a
provider and thus not valid for use in the facility. Ideally, this form can help eliminate this
discrepancy.
Finally, the “Assisted Living Capabilities Form” provides information to emergency
room providers about healthcare service capabilities available at the resident's facility, in
addition to contact information for the nursing office. This list offers providers and social
workers an understanding of the resident condition required for return to the facility, whether
directly from the emergency department or upon discharge from the hospital.
Transfer packets also included an advanced care directive or POLST form (Providers
Order for Life-Sustaining Treatment) in each packet if on file for that patient. Assembly of each
resident transfer occurred at the beginning of implementation and then stored in a red, three-ring
acute care transfer binder. Of note, the project team completed the front-page section
highlighting baseline cognitive function and baseline functional status for each resident during
the assembly of the packets to reduce the time needed to complete the process during each
transfer event. When a resident requires a transfer of care to an acute care facility, staff obtain
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the transfer packet from the binder and fill out the change in condition summary on the front of
the package.
After acquiring the packet and completing the “Reason for Transfer” section on the front
page, staff then print off the CCD from the EHR and place it in the packet. The packet is then
handed to the paramedics or resident representative who is transferring the patient and ultimately
given to emergency department healthcare personnel.
Data Collection
The quality improvement team reviewed 12 pre-implementation transfer events to gain an
understanding of the time of the transfer, if the transfer resulted in hospital admission, the
average number of health information data points out of the 14 essential health information data
points, shared in written documentation, and if family or nursing initiated the resident transfer.
Staff collected data on the resident name, medical record number, admission date, admission
status, attending provider, transfer date/time, transfer reason, transfer outcome, if a transfer
packet was completed, and if an ‘ED Return Order Form’ accompanied a resident back to the
facility who was not admitted to the hospital.
Short, debriefing surveys attached to each transfer packet helped obtain point-in-time
feedback about the transfer process. Specifically, the survey inquired whether staff printed off
the CCD and completed the reason for transfer section on the front page. This debriefing
information helped assess the amount of information shared with each transfer for outcome
measurement. According to the debrief survey, if staff completed all components of the acute
care transfer packet, the transfer event successfully met all 14 essential health information data
points.
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An 8-question post-implementation survey collected at the end of initial project timeline
assessed staff satisfaction with the new transfer process. An electronic survey helped acquire
qualitative feedback from local emergency room nurses.
Ethical Considerations
The St. Catherine University Institutional Review Board (IRB) approved the proposed
project, and consent forms were given to all staff at the assisted living facility to sign. Geriatric
residents receiving healthcare in extended care facilities are a vulnerable population, especially
those with cognitive deficits. Ensuring adequate communication between healthcare providers
during a care transition ensures that residents with dementia do not experience an increased
incidence of adverse health outcomes.
Evaluation
Quantitative Results
Pre-implementation data collected on 12 transfer events revealed 50% of transfers
occurred in evenings, overnights, or weekend hours, and 9 of these transfers resulted in hospital
admission. Licensed nurses had prior training in CCD access and thus included that document in
these transfers. Transfers occurring outside of nursing office hours included a demographic face
sheet and medication list among transfer materials. Ultimately, assisted living staff shared, on
average, 8.4 out of 14 essential health information data points in written documentation in the
pre-implementation period. Of note, it was unclear if the medication lists shared during these
transfers were up to date but still counted as an essential data point shared.
Essential Health Information Shared
Three transfer events occurred during the 8-week implementation period. In one of the
transfer events, the family initiated the transfer from outside in the community. Thus, only two
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transfer events initiated by nursing occurred during the transfer period. In the two transfer events
initiated by nursing, the transfer materials included all 14 essential data items in written
documentation. The transfers both occurred during a weekday, and the licensed nurse on staff
completed the entirety of the transfer packet forms without difficulty.
During the implementation period, one resident experienced a high-risk medication error,
and in response, staff prepared the resident for transfer by completing the acute care transfer
packet. Ultimately, the resident did not require transfer out of the facility, thus not included in
the quantitative outcome evaluation. The staff member involved in this resident incident did
provide helpful qualitative feedback on the post-implementation survey. The staff member was
unable to print the CCD at the transfer time despite generating the report from the EHR. This
feedback triggered further review and resolution of this technical difficulty.
Post-Implementation Satisfaction
A post-implementation, 8-question Likert survey assessed several new acute care transfer
process measures among assisted living staff. Of the ten assisted living staff members involved
in direct patient care, seven staff members completed all survey questions. One staff member
completed four out of the seven questions, and one staff member completed six out of seven
questions.
In summary, 71% of responses agreed that the acute care transfer packet was easy to
complete and generally took less than 5 minutes. In terms of ease of access to the CCD document
in the HER, 29% of responses agreed, 29% somewhat agreed, and 43% were neutral, reflecting
the most mixed results of all survey questions. The confidence level of completing the 'reason for
transfer' section resulted in 71% of responses agreeing, 14% somewhat agreeing, and 43%
remaining neutral. When assessing perceptions that the acute care transfer packet provided
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important information to improve communication to emergency room staff, 83% agreed, and
17% somewhat agreed. Ultimately, 40% of staff were satisfied with the new process, 20%
somewhat agreed, and 40% remained neutral. None of the survey questions yielded disagree or
somewhat disagree responses.
Given the qualitative feedback and concerns regarding accessing the CCD in EHR, the
survey results reflect an area needing continued assessment and support for staff. It also is
essential to implement this training into orientation for new hire staff members.
Qualitative Results
Three semi-structured interviews with assisted living and emergency department staff
served to understand care transitions in both settings better. The interviews revealed four themes:
staffing, time spent clarifying information with the hospital, technology, and bidirectional
communication.
Staffing
During the project implementation phase, several assisted living staff expressed concerns
about staffing levels on weekends, evenings, and overnights. One staff member provided an
example of caring for an individual who was found unresponsive in her apartment and wondered
if it was reasonable to leave a patient like that to obtain transfer materials. This concern was a
frequent report among staff members at the assisted living.
Resident assistants on the secured memory care unit reiterated concerns about the time
needed to gather transfer materials. Many of these residents have a cognitive impairment, require
frequent cueing, are not always able to follow directions, and have an increased likelihood of
behavioral incidents. At times, only one staff member is working on the unit, mainly due to a
recent facility census decrease.
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Time
Staff in both settings reported extra time spent on the phone clarifying patient health
information. For example, one of the assisted living staff discussed a previous resident transfer
on an evening shift. After the resident transferred to the hospital, the hospital called to ask when
the resident received a medication last. Some of the questions the staff member attempted to
answer. Still, the hospital staff asked specific clinical questions that were more appropriate for
the licensed nursing staff to answer during office hours. The licensed nurses often receive these
clarifying phone calls from pharmacists who are conducting medication reconciliation.
Technology
One of the more challenging aspects of project implementation was training resident
assistant staff to access the CCD document and problem-solving technology barriers such as a
printer. Resident assistants had no previous training in accessing the CCD, which required
training in an entirely different area of the EHR. Each staff member received one on one inperson training on how to access this document. Screenshots posted near computers provided a
step-by-step guide to accessing the CCD outside of the training session. A few of the staff
members did not initially have access to the CCD, and one reported being unable to print the
CCD on the nursing office computer, despite generating the form in the EHR.
The secured memory care unit in this facility did not have a working printer, adding
another technology challenge. Again, staff in this unit chart on computers that cannot connect to
a printer. Thus, the memory care unit staff must radio the upstairs team to print off the CCD and
walk it down to the secured unit if a resident required transferring to the emergency department.
The facility may purchase a printer in the future, but the feasibility of requiring staff outside the
secured memory care unit to assist in printing the CCD requires further evaluation.
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Another staff member prepared a resident for transfer that ultimately did not require
evaluation in the emergency room. She reported that she could generate the CCD but unable to
print it off despite trying two different computers.
Bidirectional Communication
Staff members from both the assisted living facility and the emergency department
reported the need for increased communication from the other facility. Emergency department
nurse managers conducted a Google Form survey online after obtaining informed consent. One
out of the two managers completed the survey. In response to the question requesting
recommendations for care facilities to help improve transitions of care in our community, an
emergency department nurse manager stated, "Standard forms/paperwork that is always sent
with. Difficult to care for sick individuals when we do not have their meds, baseline mental
status, etc." When asked to discuss aspects of patient handoffs from outside care facilities that
are most challenging, the nurse manager responded by saying, "Getting baseline information
about a patient. Whenever we call to try and find out more, we are told 'I don't know that patient,
or I just started my shift.'". The nurse manager felt that the EMS report was a successful part of
the care transition process.
The assisted living licensed nurses reported that residents transferred to the emergency
room and not admitted, do not return to the facility with adequate information about the
emergency department course and plan of care moving forward. They might receive an “After
Visit Summary” form summarizing emergency department events. However, this form targets
patient education versus providing valid orders between care providers, and any orders on this
form are not valid for implementation by the nursing staff. The absence of signed orders requires
additional phone calls to either the emergency department for clarification or the resident's
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primary care provider, leading to a potential delay in initiating that order. The “ED Return Order
Form” encourages bidirectional communication when residents return to the facility.
Interpretation of Results
Results from this quality improvement project align with literature showing standardized
forms can increase the amount of health information shared at the time of a resident transfer.
Compliance with form completion and accuracy of information conveyed in the forms is
reflected in the literature and this pilot project.
Limitations
The number of resident transfers in the post-implementation data evaluation was a
significant limitation to this quality improvement project. Twelve resident transfers to an acute
care facility occurred in the eight weeks before project implementation. Only three transfers
occurred during the 8-week implementation, and one of these transfers initiated outside of the
facility at a family members' home. Thus, only two acute transfer processes initiated by the
nursing team provided data and insight into this new process's success. None of the transfers
occurred outside of nursing office hours when unlicensed staff completes the transfer process.
Given that literature cited less information available on overnight and evening shifts, it is
essential to understand how this process works outside of nursing office hours.
The quality and accuracy of the one-page, “Change in Condition Summary” forms
completed was unclear. The project team was unable to audit the completion of this form due to
the limited availability of technology such as a readily available copying machine, in addition to
time constraints during resident transfer events. The debriefing survey gathered feedback
regarding the completion rate of that form, relying on staff self-report of adoption rates. It is also
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important to consider how emergency response services (EMS) personnel play a role in
transporting the packet and ensuring emergency room staff receive materials.
Again, accessible technology was a barrier to the completion of the transfer packet.
Several staff members expressed frustration that they were not able to print directly from those
computers. Memory care unit staff must receive assistance from the upstairs staff to print off the
CCD, potentially leading to less compliance with transfer process steps.
Also, the quality improvement team could not assess the utility of these forms for the endusers of the packet, the emergency department staff. This limitation was due to project design,
lack of transfer events, and limited ability to obtain consent from emergency department staff
and ensure completion of requested survey responses. Given this limitation, qualitative feedback
from emergency department bedside nurses and nurse managers helped to verify the standardized
forms would provide useful information during resident transfers.
This quality improvement project occurred during the COVID-19 pandemic, which
contributed to a drop in the resident census. Some residents moved out to live with family, others
expired, and few new residents moved in. This likely contributed to the reduction in transfer
events occurring during the implementation period. It also led to a decrease in staffing levels
across the facility, which ultimately may impact the time available to complete all transfer
materials. Staff turnover also contributed to inconsistency in the quality improvement project
members. Overall, given the limited ability to proceed through several PDSA cycles, this quality
improvement project will continue beyond the allotted time for this doctoral program to further
assess its effectiveness in conveying essential patient health information.
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Discussion
Recommendations
Standardized forms should reflect the education and staffing levels in the assisted living
setting. Specifically, standardized forms should be concise, quick to complete, and easy to access
in the EHR. The evaluation of satisfaction and utility of this standardized transfer packet for
emergency room staff is useful for future quality improvement endeavors. Continuing forward
with more PDSA cycles to evaluate this acute care transfer process in evening, weekend and
overnight shifts is also an important measure to ensure sustainability and compliance. Readily
available printing technology may also encourage consistent use of the CCD among transfer
materials.
Future Implications
As indicated in the literature, research efforts must focus on how standardized transfer
packet forms impact patient outcomes, specifically when used for residents of extended care
facilities transferring to the emergency room (Gettel et al., 2020). Establishing collaborative
relationships with emergency department quality improvement teams can provide essential
information on this acute care transfer project's successes and areas in need of improvement.
Future consideration for investment in web-based health information exchange networks
between acute care facilities and extended facilities is a promising intervention providing a
solution to staffing, technology, and compliance barriers common in extended care facilities
(Kruse et al., 2018; Sadoughi, Nasiri, & Ahmadi, 2018). With an improvement in standardized
care transition processes, healthcare providers can reduce the potential for adverse health events
for the geriatric population.

36
Conclusion
In summary, information gaps for geriatric residents of extended care facilities
transferring to an acute care facility are prevalent due to poor communication practices (Cwinn et
al., 2009). In the United States, poorly coordinated care costs an estimated $240 billion per year
in unnecessary healthcare spending (Radwin et al., 2015). Implementation of a standardized
acute care transfer packet in this quality improvement pilot project, resulted in an increase the
amount of essential health information shared during a resident transfer. A low rate of resident
transfers during the implementation period is a significant limitation of this project. Staff
satisfaction with the new process and its impacts on care coordination were positive. PDSA
cycles will continue beyond the scope of this initial project timeline project. Further
considerations include partnerships with local emergency room quality improvement teams and
expanding this process into other assisted living facilities.
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